The shoulder is a versatile complex of joints with a wide functional range of motion and stability. Reports from both the general population and military population in the United States and Europe showed an annual incidence of 0.08-1.69 dislocations per 1,000 people [13]. The younger the population, the higher the risk of dislocation.
The shoulder is a versatile complex of joints with a wide functional range of motion and stability. Reports from both the general population and military population in the United States and Europe showed an annual incidence of 0.08-1.69 dislocations per 1,000 people [13] . The younger the population, the higher the risk of dislocation.
Historically, the first episode of anterior shoulder dislocation was treated non-surgically and surgical stabilization was considered first after a recurrence. This approach, useful in all ages, confirmed the effectiveness of a conservative protocol, with 52% of the shoulders never experiencing a redislocation [8] .
Nowadays, non-surgical treatment, after the initial reduction of the gleno-humeral joint, includes a period of immobilization in a position of external rotation [9] followed by physical therapy for up to 3 months.
Even if it was postulated that the Bankart lesion has the ability to heal when immobilized in external rotation [9] , few recent studies raised concerns. Finestone et al. [6] showed similar risk of recurrence in a prospective study comparing external rotation to internal rotation bracing after primary traumatic anterior dislocation. Limpisvasti et al. [12] asserted that external rotation does not create an adaptation of the Bankart lesion by the Subscapularis muscle. Scheibel et al. [14] used MRI to study the grade of adaptation of the labrum to the glenoid rim in different positions of rotation. These researchers stated that the optimum position of immobilization in external rotation has not been determined yet.
However, this approach proved to be associated with a high rate of recurrence, particularly in young athletic population. The recurrence rate in active individuals younger than 25 years was reported to be between 17 and 96% [11] .
Several studies, even with Level I evidence, compared the results of immediate surgical stabilization after the firsttime dislocation to those of non-operative treatments. Surgery was proved to reduce the recurrence rate after a first-time anterior shoulder dislocation. The recurrence rate in the group of conservatively treated patients ranged between 60 and 75%. In surgically treated groups, the recurrence was between 11 and 20% [2, 11] . Even in a long-term follow-up [10], surgical stabilization gave better results, with approximately 10% recurrence rate compared to 58% recurrence in the conservative group.
A cochrane review [7] as well as a recent systematic review by Brophy and Marx [4] suggested an early surgical repair of the Bankart lesion in young active male patients, especially if they are engaged in demanding physical activities.
Whether the surgical Bankart repair should be an open or arthroscopic, method is still a matter of debate. Recent studies showed no differences in terms of recurrences rate [3, 5] as well as shoulder scores. The only difference was that open Bankart repair gave a higher average surgical time [3] .
The debate about the correct indication for Bankart repair is ongoing. The recurrence rate after arthroscopic Bankart repair in unselected patients suggested the necessity of a very careful patient selection. Balg and Boileau [1] identified recurrent instability as the main complication after arthroscopic Bankart repair. The recurrence rate ranged between 5 and 20%.
The important question is whether there is a possibility to reduce the recurrence rate. First of all, we need to identify the risk factors. These are prognostic factors that identify patients who will develop recurrent instability after an arthroscopic Bankart procedure and who might be more effectively treated with a different procedure (i.e. a bony augmentation procedure like Latarjet-Bristow).
Boileau and Balg [1] identified the following risk factors: patients under 20 years of age at the time of surgery involved in competitive or contact sports or those involving forced overhead activity, shoulder hyperlaxity, a HillSachs lesion shown on the antero-posterior radiograph of the shoulder in external rotation, and/or loss of the sclerotic inferior glenoid contour. These factors were integrated in a 10-point pre-operative instability severity index score (ISI). The researchers suggested that patients with a score higher than six points had an unacceptable recurrence risk; i.e. approximately 70%, and an open Latarjet procedure in these patients should therefore be preferred. Of course, the ISI score represents only a part of a puzzle that needs to be verified in prospective studies.
In conclusion, recent studies suggest an operative approach to the first-time anterior dislocation of the shoulder, especially if the patient is young, active, and involved in highly demanding sports. The choice of surgical procedure is between an arthroscopic suture anchors repair and a bony procedure, open or possibly arthroscopic.
The next 10 years will give us the answers. 
